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Drowned at 45. ataxic. from chronic died aged G7. Had atoxic. 

rheumatism, hut double cataract aud 
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In the latter case no ataxia has so far developed in the issue of the 
marriage. The disease, however, reappears in the descendants of the 
second wife’s sister, and this appears to point to the family to which the 
second wife and her sister belonged as being the source of the taint. 
Thus, of seventeen second cousins—the descendants of these two sisters 
—hereditary ataxia appears in four, ocular and other neuroses in two, 
and acute atrophic paralysis in one. Rutimeyer has recorded (Ftr- 
chow's Archiv, 1883) a similar association of anterior poliomyelitis 
with Friedreich’s disease, occurring in a branch of the Blattner family 
reported by him. 


NOTES ON THE OBSERVATION OF MALARIAL ORGANISMS 
IN CONNECTION WITH ENTERIC FEVER. 1 

By W. Gilman Thompson, M.D., 

PROFESSOR OP PHYSIOLOGY IS THE MEDICAL DEPARTMENT OF THE UNIVERSITY OF THE CITY 
OF SEW YORE; PIIYSICIAS TO THE NEW YORK AND PRESBYTERIAN HOSPITALS. 

The possibility of typhoid and malarial fever manifesting their symp¬ 
toms at one time in the same individual has aSbrded a fertile subject for 
debate for many years, with the result that the belief in the simultane¬ 
ous action of the two infections has been gradually losing advocates. 
The theory originally advanced by Woodward, that a “ typho-malarial 
fever” exists as a specific and independent disease, other than a typhoid 
fever made irregular by admixture with malarial poison, has been more 
and more abandoned by competent clinicians, as it subsequently was by 
Woodward himself, although it is occasionally revived in the South and 
Southwest in discussions upon the continued fevers of the South; espe¬ 
cially in newly settled localities whose success as health resorts is closely 
connected with a belief in the entire absence of typhoid fever. 

An exceedingly interesting paper was read before this Association six 

* A paper read before the Association of American Physicians at the American Medical Con¬ 
gress at Washington, on May 30, 1894. 
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years ago by Dr. Johnston, 1 in which he summarized data in regard to 
the relation of typhoid fever to fevers of malarial origin, based upon 
replies to questions sent to 350 physicians residing along our Atlantic 
and Gulf seaboards. Dr. Johnston’s contribution to this subject is 
familiar to us all, but I desire to refer briefly to one or two of its features. 
The research elucidated very strikingly the variations in type of enteric 
fever depending upon locality. 

Two of the questions propounded were the following: 

1. “Do you recognize in your practice a distinct type of continued 
fever which is neither malarial nor typhoid, or one which is a compound 
of both—a typho-malarial fever ? ” 

2. “ Do you think that the typhoid fever which you see is modified by 
malarial infection?" 

The answers to the first question conform to geographical distribution, 
the existence of a “ typho-malarial fever” being very generally denied 
in the Northeastern States, and affirmed by rather more than one-half 
the answers received from eastern North Carolina, South Carolina, 
Georgia, and Florida. 

In answer to the second question, some stated their belief that in cer¬ 
tain localities in the South “ all the forms of fever seem to be more or 
l ess complicated with malaria, so much so that it is almost impossible to 
treat it successfully without the use of quinine in considerable quanti¬ 
ties.” Others living further to the northeast affirm that “ there are no 
mixed continued fevers.” 

The belief is, I think, almost universal that typhoid fever, as observed 
in New York, is uncomplicated by malarial infection, and that quinine, 
except as a tonic in convalescence, is worse than useless in its treatment. 
For this reason the following cases, seen in New York last summer and 
autumn, are of unusual interest. 

Case I.—The patient, J. McN., male, a native of the United States, 
forty-three years of age, was admitted to the Presbyterian Hospital, New 
York, on August 18,1893. He denied having had ague, and gave no pre¬ 
vious history of interest excepting that for the past twelve years he had 
indulged at intervals in the opium habit, taking of late as much as twenty 
grains per diem. For three days he had been ill with headache, vertigo, 
prostration, epistaxis, and slight cough, with mucous expectoration. On 
admission, his appearance suggested typhoid fever, and he was treated 
accordingly by the Brand method of cold tub-bathing. There were 
slight enlargement of the splenic area of dulness, great prostration, diar¬ 
rhoea, and a typical typhoid tongue—dry, coated on the dorsum, with 
thin red margins and swollen papillae. There was continued fever which 
lasted for seven weeks, and during this period the patient developed 
the following symptoms: a genuine typhoid eruption, there being some 
forty distinct rose spots on the abdomen and chest, which appeared in 

i “On the Geographical Distribution of Typhoid Fever In the United States; its RelaUon to 
Fevers of Malarial Origin,” etc. W. W. Johnston: Trans. Assoc. Amer. Phys., 1833, vol. ilL p. 8. 
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successive crops; hemorrhages from the bowels, of which there were four 
or five of considerable amount, tympanites, bronchial catarrh, slight 
( 1 1 1 1 ( 1 I 1 I I 1 ! U Egg I 1 albuminuria with granular casts, 
m i rm 4y . semi-stupor and delirium, subsul- 



tus, great prostration and emacia¬ 
tion, and the facies of the typhoid 
condition. On the thirteenth day 
of the illness there was a severe 
chill, lasting about three-quarters 
of an hour, and so violent that the 
patient shook the bed. It was ac¬ 
companied by a rise of tempera¬ 
ture to 106.6° F., but there was 
no sweating. During the third 
week two other chills occurred of 
equal violence. As the first chill 
took place before the hemorrhage 
and also before the eruption be¬ 
came decisive, and as there was 
nowhere evidence of suppuration, 
it appeared possible that there 
might he an error in the diag¬ 
nosis, and the blood was carefully 
examined for the malarial plas- 
modium. It was found in excep¬ 
tionally large numbers invading 
the red blood-corpuscles and also 
independent of them. When the 
next chill and exacerbation of 
temperature occurred quinine was 
given hypodermatically with the 
effect of reducing the temperature 
4.5° (105.5° to 101° F.). This 
treatment was several times re¬ 
peated, and on oue occasion, at 
the end of the third week, the 
temperature was temporarily re¬ 
duced from 106.4° to 99° F. No 
more chills occurred after the be¬ 
ginning of the fourth week, but 
the use of quinine was continued 
by the mouth, and the bathing, 
previously interrupted by the 
hemorrhages, was resumed. The 
patient made a good recovery, 
and after fifty-five days in the 
hospital was discharged, cured. 

I regret that no examination of 
the stools for typhoid bacilli was 
made, but in view of the distinct 
eruption,epistaxis,intestinal hem¬ 
orrhages, and tympanites, in con- 
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nection with all the other symptoms, there can be no reasonable doubt 
that typhoid fever was present, and repeated examinations of the blood 
proved the presence of the malarial organisms on each occasion. (There 
was nothing in the character of the stools to indicate dysentery.) I 
have never seen a more complete picture of enteric fever as regards all 
the symptoms, excepting the chills and irregular temperature curve. 

Case II.—The patient, J. J., an Irish laborer, thirty years old, was 
admitted to the New York Hospital on July 25, 1893. Two weeks 
before admission to the hospital he had had five or six chills of considerable 
severity, accompanied by nausea, vomiting, slight diarrhoea, and fever. 
He had complained also of severe frontal headache. On admission, the 
spleen could be palpated half an inch below the free border of the ribs, 
and two or three dozen rose spots were found upon the chest, abdomen, 
and back. The Ehrlich reaction was present. There were tympanites 
and slight albuminuria with decided prostration. The tongue was dry, 
coated on the dorsum, with thin red margins and prominent papillae. 


Case II. 



The patient was treated by cold tub-bathing without medicine. He 
received in all thirty baths. The fever rau as typical a typhoid course as 
one often finds when cold “ tubbing” is employed ; the maximum temper¬ 
ature was 104.5° F., and it became normal upon the thirty-first day. 
The Ehrlich reaction disappeared. The temperature remained below 
99.4° F. for several days, and on the thirty-seventh day suddenly rose 
to 106° F., and was accompanied by profuse perspiration. There were 
chills and high fever (105.5° F.) on each of the two successive days at 
the same hour, and Dr. Ferguson, the pathologist of the hospital, who 
examined the blood for me, found malarial organisms in abundance in 
the blood. From the continued giving of quinine the patient had no 
more chills or fever, and in a few days he was discharged, cured. 

There can be no question that this was a genuine cuae of typhoid fever. 
The course and duration of the fever, the headache, diarrhoea, enlarged 
spleen, the appearance of the tongue, the facies and hebetude of the 
patient, and the distinct rose spots all combined to make the case very 
typical. The following case is very similar to the preceding: 

Case III.—The patient, "VV. L., male, U. S., a laborer, twenty-seven 
years old, was received at the New York Hospital on the nineteenth day 
of his illness. His temperature then was 104.5° F.; respiration* 24; 
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pulse, 100. There was a distinct eruption of rose spots on the abdomen 
and thorax, a red, dry tongue with swollen papillm at the tip, great 
prostration, and the facies of enteric fever. The spleen was palpated 
half an inch below the free border of the ribs. The patient was treated 
by cold tub-bathing, receiving twenty-one baths in all. He made a 
good recovery, and after ten days of normal temperature he was allowed 
the freedom of the ward. He was about to be discharged as cured on 


Case III. 



the forty-first day, when he had a severe chill, lasting half an hour, 
followed by fever and sweating. The chill was repeated the next after¬ 
noon at about the same time, also with increased temperature. Quinine 
was promptly given and the blood was not examined until the patient 
had received twenty grains. No malarial organisms were then found, 
but abundant malarial pigment granules were contained in the blood 
cells. Under the continued use of quinine, the patient recovered three 
• days later. 

In the first case reported the plasraodium became active during the 
height of the typhoid disease. In the second and third cases the malarial 
symptoms remained latent (although the plasmodium must have been 
already present) until the force of the enteric iufection hod been com¬ 
pletely expended, when they assailed a body weakened by a fever of 
considerable duration. This is of interest in view of the well-known 
fact that in those who are subject to malarial paroxysms the malarial 
poison often takes advantage of lowered conditions of the system pro¬ 
duced by fatigue, exposure, inanition, constipation, etc. It may be 
noted that neither of these patients recalled having had previous attacks 
of ague. With regard to the first case, it is to be observed that the 
typhoid fever, at first very mild, was immediately greatly aggravated 
by the malarial complication. The patient's condition was so reduced 
by it that his death seemed certain. The sudden reductions in tempera¬ 
ture which took place bore a definite relation to the giving of quinine, 
and not to the hemorrhages. The chills also were not connected with 
the hemorrhages. 

The advocates of typho-malarial fever as a distinct disease usually 
emphasize the absence of rose spots as invariable. 1 Others, who deny 


i Squire: Epidemiol. Soc. of London. Lancet, January 8,1887, p 73. 
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the possibility of the coexistence of malarial and enteric fever, account 
in various ways for the chills and sweating in cases presenting a similar 
clinical picture to those above reported, they not having found the 
malarial plasmodium in the blood. 

Thus, Bouveret 1 reports four such cases in which he believed the 
modified symptoms were due to a slow and irregular elimination of 
toxic material, a large volume of which iB sometimes thrown into the 
blood at once; and Frankel* reports a similar case in which he thought 
the symptoms might be due to a thrombus in a mesenteric vessel, with 
suppuration and possibly miliary abscesses in the liver. 

Professor Osier, in a recent number of the Johns Hopkins Hospital 
Reports, vol. iv. No. 1, mentions three interesting cases in which malarial 
fever was present with the plasmodium within a few months of the 
occurrence of enteric fever and once within a few days, but as the result 
of his experience he says: “ There was no case with the characters of 
the two diseases so blended that it seemed a compound or hybrid malady, 
nor was there an instance in which the manifestations of the two diseases 
were concurrent.” 

It is not well to draw hasty conclusions from a very limited number 
of cases, but there is a kind of evidence which does not need to be 
multiplied to be convincing; and it seems to me, from the observations of 
the few cases herewith presented, that while it is unwise to accept the term 
typbo-malarial fever as indicating a third form of disease, which is 
neither typhoid fever nor malarial fever, it cannot be denied that the 
two latter diseases may coexist. 

Case I. certainly proves that they may do so, and this in a part of 
the country in which this form of double infection is most unlooked 
for, and the other cases, although perhaps less striking, are at least 
corroborative. 


A STUDY OF ONE HUNDRED AND THIRTY-EIGHT CASES OF 
POTT'S PARALYSIS. 

By J. H. Huddleston, A.M., M.D., 

VISITING PHYSICIAN TO WORKHOUSE AND ALMSHOUSE HOSPITALS, NEW YORK. 

The matter of this paper has been gleaned from all the printed sources 
available, and from an original study of one hundred and thirty-eight 
cases, one hundred and five of them being collected from the literature 
of the subject, the rest, thirty-three in number, being all the cases treated 
at the Boston Children’s Hospital before 1891, of which a fairly full 
account could be obtained. For permission to use this last material I 


Lyon Medical, June 5.12.1892. 


= Lyon Medical, June 19,1892. 



